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RESTORING A SENSE OF WELLNESS FOLLOWING COLORECTAL CANCER: A 
GROUNDED THEORY 
Nicola Beech, Anne Arber, Sara Faithfull 
ABSTRACT 
Aim. This paper reports a study to develop a grounded theory to explain the 
experience of recovery following surgery for colorectal cancer. 
Background. Studies have adopted a biomedical framework to measure quliaty of 
life and symptom distress following surgery for colorectal cancer.  Theses studies 
suggest that symptoms of pain, insomnia and fatigue may persist for many months 
following treatment.  Fewer studies have considered the individual’s experiences and 
perspective of the emotional, social and cultural aspects of recovery. 
Methods. A longitudinal study using grounded theory was conducted with 12 
individuals, who had received surgery for colorectal cancer.  Semi-structured 
interviews were conducted at four time points over 1 year following surgery, between 
2007 and 2009.  Grounded theory analysis was undertaken using Strauss and 
Corbin’s framework. 
Findings. Recovery is described in three phases: disrupting the self; repairing the 
self; restoring the self.  The core category is Restoring a sense of wellness; fostered 
through awareness and enjoyment of the physical, emotional, spiritual and social 
aspects of life.  A sense of wellness exists as a duality with a sense of illness, where 
both perspectives may co-exist but one usually takes precedence.  A sense of illness 
pervades when the individual is preoccupied with illness and the illness continues to 
disrupt their daily life. 
Conclusion. Recovery takes time and energy, particularly when the individual is at 
home and in relative isolation from health professionals.  Opportunities exist for 
nurses to provide information and support to facilitate the individual in their progress 
towards achieving a sense of wellness. 
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INTRODUCTION 
Colorectal cancer represents a significant disease burden worldwide, with 1.23 
million new cases diagnosed in 2008 (International Agency for Research on Cancer 
(IARC) 2010).  Almost 60% of new cases occur in developed regions, and colorectal 
cancer is the third most prevalent cancer in the UK (Office for National Statistics 
2010).  Around two thirds of disease occurs in the colon and one third in the rectum 
(Cancer Research UK 2010).  The most accurate predictor of prognosis is the extent 
of invasion of tumour through the bowel wall, referred to as Tumour node metastasis 
(TNM) (Treanor & Quirke 2007).  Five year survival rates for those diagnosed with 
early stage disease (TNM stage 1 and 11a) are over 93%, compared to only 7% of 
those diagnosed with advanced disease (Gatta et al 1998).  Surgery remains the 
definitive treatment for localised colorectal cancer (Leslie & Steele 2002).   
 
 BACKGROUND 
Common symptoms following surgery include pain, fatigue and insomnia (Hodgson & 
Given 2004, Esbensen et al 2006). Bowel symptoms are common iincluding flatus, 
diarrhoea and constipation (Whynes & Neilson 1997, Pan et al 2010).  Although the 
research indicates a trend towards improved quality of life scores 6 months  following 
surgery (Ulander 1997;Bailey et al 2006), symptoms of fatigue, insomnia and 
diarrhoea may persist (Ulander et al 1997).  Research suggests the impact of 
colorectal cancer on quality of life is greatest and most variable within 1-3 years 
following diagnosis (Ramsey et al 2000).  Three years following treatment, symptoms 
of insomnia, fatigue, altered bowel habits were worse for colorectal cancer patients 
compared to the general population (Arndt et al 2006).  
 
Qualitative studies illustrate how symptoms can influence emotional and social 
functioning.  Patients newly diagnosed with colorectal cancer describe experiences 
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dominated by their physical condition as they pass through a stage of complete 
dependence and loss of control and dignity (Worster & Holmes 2009.  The cancer 
diagnosis overwhelms the individual as they experience a loss of control and the 
disease becomes "omnipresent" (Shaha and Cox 2003).  Taylor et al (2010) depict 
how 16 individuals experience a loss of body control and disconnection with their 
body; and recovery requires re-establishment of a relationship with the body.  
Emotions of fear, anxiety and vulnerability arise from frequency and urgency of bowel 
symptoms, particularly faecal incontinence (DeSnoo & Faithfull 2006).  Tiredness and 
weakness impact upon social identity by reducing physical functioning and causing 
social isolation (Dunn et al 2006).  Rozmovits and Ziebland (2004) identify how an 
individual becomes socially isolated as persistent problems with dietary intake and 
bowel habits lead to a loss of social confidence.  The distress experienced by 
patients causes the removal of adult identity and "Loss of Adulthood" (Rozmovits and 
Ziebland 2004).   
 
Frank (1995) describes a shift in the cultural context in which people now experience 
illness: a time he labels "post-modern".  This postmodern experience is characterised 
by technical expertise, demonstrated by the health professional in a complex 
organisation.  Advances in diagnostics and treatment have led to many patients 
experiencing colorectal cancer as an acute episode, where illness is relatively short 
lasting and resolves through recovery or death (Rosenfeld 2006). Patients highly rate 
specialist colorectal nurses as information providers (Mills & Davidson 2002) and 
pilot work suggests a nurse led model of follow up systemtaically assesses   
symptoms and provides appropriate advice (Knowles et al 2007). However, the 
emotional impact of a cancer diagnosis may be associated with mortality (Shaha & 
Cox 2003) and those newly diagnosed will feel they have been given a death 
sentence (Corner 2008).   Existing research has often adopted a biomedical 
framework where recovery is measured through sequelaes of treatment.  There is a 
 4 
relative lack of conceptual consideration of social and cultural meanings associated 
with colorectal cancer which create an illness experience beyond the immediacy of 
curative surgery.   
 
THE STUDY 
Aim 
The aim of this study was to develop a grounded theory to explain the experience of 
recovery following surgery for early stage colorectal cancer.   
 
DESIGN 
An interpretive approach was chosen to explore participant's experiences as the 
topic area was relatively unexplored and theoretically under developed (Glaser & 
Strauss 1967).  Grounded theory incorporates a symbolic interactionism perspective, 
where the emphasis is upon the natural world of human behaviour (Chenitz 1986).  
Grounded theory was chosen to facilitate a longitudinal exploratory study of the 
social processes and actions of the individual as they recover following surgery.     
Setting and sample 
The study was conducted at a district general hospital in South East England, UK.  
Theoretical sampling was employed, where data collection and analysis occur 
simultaneously, and analysis informs what data to collect next to inform the emerging 
theory (Glaser & Strauss 1967).  The initial sample was determined by the subject 
area (Chenitz & Swanson 1986), and included those who had completed surgery for 
tumour of the sigmoid bowel or rectum, and required no chemotherapy or 
radiotherapy.  Further sampling was determined by the emerging concepts (Goulding 
1999), and ensured equal representation of gender and age.  Recruitment stopped 
once theoretical saturation was achieved and no new insights emerge from the data 
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(Glaser & Strauss 1967; Strauss & Corbin 1998).  The final sample included 12 
participants (Table 2).  
 
 
Data collection 
A longitudinal design was adopted with a semi-structured interview at 2 weeks; 3 
months; 6 months and 1 year following surgery.  Interviews were conducted in the 
participant's home, between 2007 and 2009.  The prompt for the first interview asked 
the participant to describe their experiences to date.  Subsequent interviews were 
directed to elicit information about emerging themes and categories (Glaser & 
Strauss 1967). 
 
Ethical considerations 
The Local Research Ethics Committee approval was obtained.  Eligible participants 
were initially approached by the clinical nurse specialist and given an information 
sheet.  Written consent was completed at the first interview, and process consent 
adopted for the duration of the study by confirming participant agreement at each 
contact (see Munhall 1991; 2007).  Interviews were conducted at the participant's 
convenience and they were able to have a relative present if they wished.  
Participants were advised of their right to confidentiality and anonymity, and to 
withdraw at any time.    
Data analysis 
Interviews were conducted and transcribed by the same researcher (NB) to aid 
recall; to ensure consistency and accuracy of reporting thus strengthening the rigour 
of the study; and to adhere to ethical principles of confidentiality of the data. NB is an 
experienced cancer nurse, with experience of conducting qualitative research 
interviews. A “denaturalized” approach was adopted for transcription, where 
idiosyncratic elements of pauses and non verbal cues were removed (Oliver et al 
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2005).  Data analysis was conducted according to the steps described by Strauss 
and Corbin (1990; 1998).  Firstly, in open coding each line of text was examined and 
codes were attributed to individual words or sentences to categorise the data 
according to their meaning and actions.   The code would often directly arise from the 
data, known as an in vivo code (Charmaz 2006).  Emerging codes were compared to 
existing codes using constant comparative analysis, to examine similarities or 
differences.  Similar codes were grouped together to form categories.  Descriptions 
were given to codes to ensure reliability in the coding strategy, and assist the audit 
trail.  As data analysis progressed, relationships between the categories and 
subcategories were developed through axial coding (Strauss & Corbin 1990).  
Finally, the core category was identified as restoring a sense of wellness, which had 
analytic power and pulled the other categories together to form an explanatory whole 
(Strauss and Corbin 1998).  Constant comparative analysis and theoretical sampling 
continued until each category was refined and saturated and no new properties 
emerged (Strauss & Corbin 1998).   
 
Rigour 
Koch and Harrington (1998) contend the entire research process is reflexive and 
evaluation criteria may be generated within the project itself, through detailed and 
contextual writing.  Strategies to attend to rigour included one researcher conducting 
the interviews (NB), regular supervision from an experienced grounded theorist (AA), 
the keeping a reflective researcher's log and field notes, and wide reading of the 
literature.  The researcher NB did not have a clinical role in the acute trust where the 
study was conducted. Memos were used to record reflections on theoretical aspects, 
data analysis, and the researcher's impressions.  Participants own words were used 
to illustrate the research processes of data analysis and theory development.   
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FINDINGS 
Participants describe recovery in three phases: disrupting the self; repairing the self; 
and restoring the self.  Participants moved consecutively through the phases.  Phase 
1 began prediagnosis and ended on discharge following surgery.  Length of time in 
phase 2 varied for each individual, but commonly lasted 3-6 months.  Between 6 and 
12 months after surgery, participants entered phase 3 and fluctuated between a 
sense of wellness or illness. Through inductive analysis, Restoring a sense of 
wellness has emerged as the core category to describe participant's experiences of 
recovery following surgery for colorectal cancer.   
 
Phase One - Disrupting the self 
The conceptual phase Disrupting the Self illustrates how personal identity is 
threatened as the physical body is disrupted by the symptom experience and medical 
procedures; and hospital practices undermine a sense of autonomy and confidence.   
 
Body disruption 
Body disruption often begins with the first sign of  symptoms, which may be acute 
and specific such as rectal bleeding.  In a context of apparent health and no 
forewarning,  these symptoms are abnormal and emphasise body failure from within.  
More commonly, participants experience insidious symptoms which are non specific, 
subtle, and harder to quantify:   
 
"I was incredibly tired. I had had a hip replacement the year before and you know 
how you kind of blame things like that." (4/1) 
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Alternative explanations are plausible and make it difficult to recognise the 
seriousness of symptoms.  This undermines trust and confidence in body awareness 
skills.   
 
Pre-operative investigations cause body disruption by inducing intense and 
uncontrollable bowel evacuation.  Nil by mouth protocols disrupt dietary routines, and 
body disruption is induced by anaesthesia as described by this gentleman: 
 
"I don’t know what it did but it almost sent me out of my mind to be honest with you. I 
didn’t know what time of day it was, I couldn’t see clearly, I was speaking a load of 
rubbish, I was vomiting." (12/1) 
 
Altered consciousness and the loss of primary body functions disable this gentleman 
and place him in a position of vulnerability.  He becomes reliant upon health 
professionals for safety and support.  Body disruption highlights the loss of a 
predictable and trustworthy body, undermining feelings of personal control.  
 
Medicalisation within secondary health care 
Medicalisation within secondary health care is directed by a prevailing concept of the 
biomedical model, and interactions are focused around the disease process and 
treatment.  The treatment pathway involves rapid progression through a structured 
system of technical procedures, which emphasise the urgency and seriousness of 
their situation.  There is "no time to waste" (10/1).   
 
"Literally it was, I think I must have been fast tracked, it was so quick". (9/1) 
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Access to treatment is expedited, and at times the transition between procedures 
seems impersonal and automated.  Participants hand over responsibility for their self 
management to the health professionals, conceptualised as body handover.  
Experiences are characterised by immediacy with the physical body and continue up 
to the point of discharge: 
 
"Well it all happened so fast I didn't even realise I had been in hospital and out again, 
things were happening so quickly." (4/1) 
 
Rapid transition through treatment and lack of attention to individual needs can 
weaken the individual's sense of autonomy.  Discharge decisions are determined by 
service demands and participants rarely feel involved, which confirms a focus upon 
the medicalisation of the illness experience.   
 
Emotional disruption 
Receiving their diagnosis of cancer creates mixed emotions and some participants 
experience a moment of time standing still as they attempt to make sense of the 
news: "It stops everything" (3/1).  Many have suspected cancer, but confirmation is 
still a shock: "It really hasn't sunk in yet". (7/1); whereas others experience relief that 
they finally have confirmation of what they suspect: "It was simply a relief to know 
what was wrong" (6/1). Thoughts about cancer can raise fears of a lingering death, 
filled with disability and pain.  Treatments are perceived as unpleasant, uncertain and 
causing as much disruption as the cancer itself.  Cultural and personal views of 
cancer exert an influence and some participants recall the experiences of their 
relatives:  
 
 10 
"When I knew what I had got, it probably actually was even more frightening because 
all I could remember was the absolute terrible experience that my mother and myself 
had gone through". (3/1) 
 
Reviewing past experiences or lay knowledge can trigger negative thoughts and 
arouse fear.  The previous life, which may have been taken for granted, is now gone 
and the future is now uncertain.   
 
 
6.2 Phase Two - Repairing the Self 
Following discharge, the individual begins Repairing the self through actions and 
interactions to restore the physical body; regain a sense of confidence and 
autonomy; and re-establish a sense of personal identity.   
 
Body repair 
Restoring physical integrity and body function takes time.  Participants develop skills 
of body monitoring by which to assess their progress.  The body is "watched" for a 
period of time to elicit details of how it is functioning and attention is given to the 
frequency and intensity of experiences and sensations: 
 
"A pain in my stomach which isn’t really a pain, it’s a sensation which when I bend 
over or sit down on a chair, in and out of the car, I really get this stabbing feeling." 
(9/1) 
 
By comparing experiences, the individual appraises symptoms and interactions.  
When certain activities appear to exacerbate symptoms and undermine body repair, 
the individual has opportunity to manipulate future actions to prevent a recurrence of 
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the symptom.   Individuals are keen to restore independence in physical activities as 
soon as possible to regain autonomy.  Actions to accommodate depleted energy 
include small increments in activity and regular rest periods.  These strategies 
promote attainment of a positive outcome which bolsters feelings of control and 
confidence.   
 
Follow up 
Participants describe a follow up schedule based upon a biomedical framework with 
a priority to monitor for disease recurrence:   
 
"I went back three days after and then 2 weeks after and they didn’t want to see me 
again after that.  There was no cancer so there was no reason to go back." (3/4)   
 
When recovery is not as expected, the individual can experience conflict and has to 
rely on their own interpretation and make decisions accordingly:  
 
"Only wind really and painful wind, and some excruciating wind and I was on the 
point of ringing and I though no, I’ll just leave it a bit longer and it went. I have been 
on that point on several occasions, perhaps when this is a bit more than just wind." 
(3/1) 
 
Regular episodes of abdominal discomfort were at odds with this lady's expectations 
as the surgeon had informed her: "I would make a quick recovery because it was 
only keyhole" (3/1).  Even when the pain is very severe she feels it is inappropriate to 
contact the team outside of the prescheduled appointments.  Ambiguity and 
uncertainty regarding what action to take, hinders participants as they begin 
reclaiming personal authority.  Initiating contact requires proactive behaviour which is 
 12 
difficult if the individual doubts the validity of their concern because of a lack of 
experience or knowledge.   
 
Information 
In retrospect, participants feel they have few opportunities in hospital to ask 
questions and absorb information.  Discharge within 48 hours of surgery, whilst 
recovering from general anaesthetic, adversely affects ability to retain information.  At 
home, participants feel isolated and spend time reviewing questions to decide if they 
are important enough to warrant contacting someone.   
 
"So I suppose to have reassurance from someone who’s been dealing with telling 
you, that is perhaps more reassuring than going to the GP who’s never seen you 
before and hasn’t had anything to do with the operation." (3/4)  
 
Many information needs are specialised and not perceived as the domain of the GP.  
Participants highlight that familiarity with a health professional offers reassurance that 
attention will be given to their personal circumstances.  Participants identify areas of 
unmet need relating to the impact of symptoms on daily life:  
 
"That is one of the things I would have liked some advice on and nobody ever really 
said. Some sort of diet information, even if it was just a sheet of what you should and 
shouldn't have." (3/2) 
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RESTORING THE SELF 
The final phase of Restoring the self is an enduring process in relation to two 
perspectives: a sense of wellness, or a sense of illness (Figure 1 ).  One perspective 
usually takes precedence, however participants can oscillate between the two; or 
demonstrate aspects of both perspectives simultaneously.  A successful recovery is 
described as one where a sense of wellness prevails, and illness is relegated to the 
background.   
A sense of wellness 
A sense of wellness is demonstrated through an awareness and enjoyment of the 
emotional, spiritual and social aspects of life.  Participants demonstrate increasing 
appreciation and knowledge of their body.  Physical recovery is an ongoing process 
where the past and present are interwoven:  
 
"Physically I have picked up very well.  I have bounced back very quickly.  I was in a 
car accident many years ago and remember when I recovered from that.  The more 
you do, the quicker you recover… I went back to work part time.  I told the head of 
department what I had had done and he was very understanding.” (10/4) 
 
Advanced body listening skills and introspection are utilised to inform decisions.  This 
gentleman has knowledge and familiarity with his body, illustrated by his ability to 
predict how his body may react when he returns to work.   
 
Participants with a sense of wellness do not necessarily have complete restoration of 
physical health but demonstrate body confidence by engaging in meaningful 
activities.  Failure to progress in the activity is viewed as a positive opportunity to 
moderate or vary the activity.  Expertise is demonstrated when the individual uses 
this new knowledge to adopt strategies to minimise or avoid risk activities in the 
future.  Participants gain a sense of acceptance of how things are, and of normality.  
 14 
They may adjust their expectations of normality, perhaps by modifying their activity 
levels or adjusting certain aspects of their diet, but these modifications are not 
viewed as disruptive.  These participants may also express a heightened sense of 
being alive and an appreciation of the present and future, by acknowledging the past 
and what they could have lost: 
 
"I make the most of my life while I’ve got it. I reflect that this time now might not have 
been mine. I could have been decaying.  When you really consider that you might not 
have a life, you come back and get on with your life. It's made me spend more time 
with the family and doing things I want to do. In the past I always did what I had to, 
what I thought I had to do." (10/4) 
 
This gentleman reflects on his past, and that he is fortunate to have the opportunity 
for a future of personal growth and meaningful activities, rather than simply passing 
through life.  Before illness, his future life would have been one of routine and 
obligation.  With a sense of wellness, participants begin to view the passage of time 
in relation to their personal calendar, in preference to a treatment calendar.  Whilst 
reaching the first year post surgery is an important milestone, a sense of wellness 
enables the participant to act as and when they choose as they are not restricted in 
time by their illness; the illness is predominantly viewed as a past event.  
 
A sense of illness 
A sense of illness is noted for participants who focus upon the sickness and burden 
caused by their disease.  This sense of illness may be a transient episode in 
response to a symptom or outpatient appointment; or it may be an overwhelming and 
all absorbing experience which preoccupies their emotional and physical self.  
Preoccupation with illness may be in response to persistent symptoms.  Symptoms 
vary in intensity and duration, and defy attempts to exert control over their 
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manifestation.  As such, the individual suffers a lack of confidence and becomes 
preoccupied with habitual body monitoring and comparing: 
 
"Experimentation. See if anything works and some things did and some things didn’t.  
Sometimes I thought it did and then it didn’t. It is something I am constantly thinking 
about it now which I must admit I didn’t before." (3/4) 
 
Measures of success are small as this lady attempts to manage her symptoms but 
repeatedly experiences a relapse.  Her failure to break the cycle of dietary intake and 
nocturnal pain creates feelings of despondency and emphasises her lack of control.  
Persistent lethargy is also burdensome and several participants complain of being 
"tired a lot of the time" (11/4); or "just feel sort of weak all over really" (12/4).  This 
causes frustration and dismay as it negatively impacts on other areas of life, and 
forces the individual to dwell on their illness.  Altered bowel habits are another 
significant symptom and participants attempt to restore control by adjusting their 
dietary intake.  They conduct detailed and lengthy observations of diet, noting when 
consumption of certain foods is associated with socially unacceptable behaviours 
such as passing flatus.  Bowel symptoms cause emotional distress and 
embarrassment, and the individual is tempted to withdraw from activities and social 
interactions which previously gave pleasure.   
 
Preoccupation with symptoms is enhanced if the symptoms mimic pre diagnosis 
experiences:  
 
"They have cured me because they have given me another 20 or 30 years of life and 
whatever niggles and pains, it can’t be that, it must be just the settling down so I did 
hang on to that conversation whenever I felt worried.  But at the same time when 
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you’ve got quite a bit of pain going on you can’t help but think oh perhaps they were 
wrong."  (3/4) 
 
This lady explains how her symptom experience impacts upon her emotional health 
and forces her to adopt a sense of illness.  Her pain is the focus of attention which 
impacts upon her psychosocial health, creating fear and vulnerability, and 
perpetuating a sense of illness.  Regular monitoring of symptoms and adoption of a 
treatment focused calendar is encouraged by a health system which routinely books 
consecutive outpatient appointments before the individual has been seen by a 
doctor.  Anticipation of future colonoscopies leads to participants dwelling on a sense 
of illness as it serves as a regular reminder of their cancer and the potential for 
recurrence.  
DISCUSSION 
Limitations of the study 
This study recruited a small sample from one geographical location, and the 
grounded theory may therefore reflect the experiences of this specific population. It is 
feasible that experiences would be different in alternative treatment centres, 
geographical and socioeconomic locations.  A grounded theory emerges as an ever 
evolving process, rather than a finished product (Glaser & Strauss 1967) and this 
study requires refinement with other colorectal cancer populations.   
 
The study advances nursing knowledge by illustrating how recovery from surgery is 
more than simply physical repair.  The social and cultural meanings associated with 
colorectal cancer imbue the recovery process. Participants describe recovery as a 
process of Restoring a sense of wellness, demonstrated through an awareness and 
enjoyment of the physical, emotional, spiritual and social aspects of life.  Having a 
sense of wellness exists as a duality with a sense of illness, with movement between 
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the two perspectives, and has conceptual links to the Shifting Perspectives Model of 
Chronic Illness (Paterson 2001).  This duality of perspective is discussed by Doyle 
(2008) where positive aspects of survivorship including feelings of self improvement, 
personal growth and an appreciation of life. In contrast, survivorship can present 
negative consequences with ongoing physical symptoms resulting from treatment 
and adverse emotions such as depression.  Participants who restore a sense of 
wellness experience more positive aspects of recovery and either have less, or are 
more able to manage negative consequences.   
 
Survivorship as a concept has evolved to reflect scientific, social and cultural change 
(Leigh 2001), and is no longer simply defined in terms of disease free intervals.  
Survivorship is viewed as a dynamic continuum from diagnosis until death 
(Feuerstein 2007).  The literature on survivorship has conceptual similarities to 
restoring a sense of wellness. Little et al (1998) describe cancer survivorship as a 
state of liminality; a space between two places.  Survivors pass through the space of 
illness but do not return to the normal world, because this world is no longer the 
same as it was before the illness (Little et al 2000).  This sense of transition is 
evident for participants who moved through a stage of acute illness, and returned 
home as an individual recovering from colorectal cancer.  Their life at home is 
different as a consequence of their illness.   The diagnosis of cancer challenges prior 
plans for the future, which have to be temporarily halted, modified or discarded.  The 
transitory nature of life leads them to question their beliefs and attitudes towards life 
(Shaha & Cox 2003).  In restoring a sense of wellness, participants adapt 
expectations and behaviours to their new life situation.  Focusing on the future 
provides forward movement, and restores a sense of purpose and meaning to life.  
Their sense of arrested temporality experienced at the point of diagnosis does not 
last and plans for the future began to re-merge (Breaden 1997).  Little et al (2000) 
call this reorientation, where the individual comes to terms with the illness by 
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understanding the limitations imposed, and reconstructing their life to give meaning 
beyond the facts of the illness.  Restoring a sense of wellness involves participants 
assessing and accepting limitations within recovery.  This is noted with regards to 
fatigue and altered bowel habits as some participants become adept at assessing 
and monitoring these symptoms.  They appreciate factors which exacerbated their 
experiences, and develop strategies which enabled them to manage the symptoms 
and continue with desirable activities.   Having less complex expectations for 
recovery may also be beneficial as those with a "take for granted attitude" have a 
smoother recover (Winterling et al 2009).  Studies suggest that between 20 and 30% 
of survivors have ongoing health problems, resulting in substantial negative social 
and economic effects on individuals (Corner 2008).  Restoring a sense of wellness 
includes an element of hope: participants are optimistic that symptoms will subside, 
or that they will gain confidence and mastery in managing the symptoms.  Ramfelt et 
al (2002) suggests a sense of hope offers some protection against despair.  The 
experience of survivorship is one that deals with "the body as a house of suspicion" 
(Breaden 1997).  Participants work to put symptoms into perspective and categorise 
tiredness or pain as side effects of surgery, rather than an indicator of disease 
recurrence.   
 
By contrast, persistent symptoms cause some individuals to remain focused upon 
their illness, in a sense of illness.  Symptoms may be viewed as threatening and 
indicative of disease recurrence, particularly if they mimic pre diagnosis experiences.  
Fatigue is described as a physical, social and emotional experience; associated with 
the curtailment of activity, reduced feelings of control and a sense of illness.  Fatigue 
challenges the ability to perform activities with ease or spontaneity (Leidy & Haase 
1999).  Unpredictable bowel actions are also common, and cause a degree of 
uncertainty and emphasise a loss of control; as noted by Galloway and Graydon 
(1996).  Participants engage in self care strategies of monitoring and modifying 
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dietary intake to ascertain association between food produces and symptoms (also 
noted by Pan et al 2010).  Participants believe that high fibre foods are culpable in 
causing diarrhoea or flatus and so are avoided.  Smaller meal portions and eating at 
regular intervals are other strategies tried by participants; also reported by Campbell 
et al (2001) and Kidd et al (2008).  The loss of control of the body is unfamiliar to 
some and creates concern and anxiety, as found by MacDonald (1988).  Bodily 
repair has to be attended to as it limits or interferes with other physical and social 
activities (Kelly and Field 1996).  Participants engage in body monitoring and 
comparing to evaluate physical recovery.  Achieving control over physical symptoms 
and the body is important for several reasons. Firstly, physical suffering will lead to 
emotional suffering because personal identity becomes what it is through the body, 
and the self is affected by what happens to the body (Corbin 2003).  Secondly, failure 
to control the body causes uncertainty and a sense of unpredictability.   
 
Health professionals may underestimate either the prevalence or the impact of 
physical symptoms (Volgelzang 1997).  Kozachik and Bandeen-Roche (2008) 
question whether cancer and treatment related symptoms in older people are 
sufficiently managed.  The findings of this study would suggest that on occasion, 
participants dismiss their needs as a normative experience of ageing and therefore 
do not seek assistance.  This finding is also supported by Pound et al (1998).  Kralik 
et al (2004) describes self management as a dynamic, active process where the 
individual learns, trials, and explores the boundaries caused by their illness.  For 
participants in this study, self management becomes a focus for time and energy to 
review, reflect, monitor, and experiment with various actions. 
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CONCLUSION 
The grounded theory has emerged from the data and illustrates how colorectal 
cancer and treatment disrupt a sense of self-identity.   Recovery is an ongoing 
process where the individual is concerned with restoring a sense of wellness.  
Recovery takes time and energy, particularly when the individual is at home and in 
relative isolation from health professionals. Nursing practice must incorporate a role 
in providing information and support to facilitate the individual in their progress 
towards achieving a sense of wellness.    Further research should consider how type 
of surgery and length of admission can influence the provision, understanding and 
recall of information provision.  the individual in their progress towards achieving a 
sense of wellness.   
ACKNOWLEDGEMENTS 
The authors would like to thank the research participants for contributing to this study 
and the clinicians at the study site for their assistance and support. 
FUNDING 
This research received no specific grant from any funding agency in the public, 
commercial or not-for-profit sectors. 
CONFLICT OF INTEREST 
No conflict of interest has been declared. 
AUTHOR CONTRIBUTIONS 
NB was responsible for the study conception and design.  NB performed data 
collection. NB, AA and SF performed the  data analysis.  NB was responsible for the 
drafting of the manuscript. NB, AA and SF made critical revisions to the paper for 
important intellectual content. NB provided administrative, technical or material 
support.  AA and SF   supervised the study.  
 
 21 
References 
 
Arndt V., Merx H., Stegmaier C., Ziegler H. & Brenner H. (2006) Restrictions in 
quality of life in colorectal cancer patients over three years after diagnosis: a 
population based study. European Journal of Cancer 42 (12), pp.1848-57. 
 
Bailey C., Corner J., Addington-Hall J., Kumar D. & Haviland J. (2004) Older patients' 
experiences of treatment for colorectal cancer: an analysis of functional status and 
service use. European Journal of Cancer Care 13 (5), pp 483-93. 
 
Breaden K. (1997) Cancer and beyond: the question of survivorship. Journal of 
Advanced Nursing 26 (5), pp. 978-84. 
 
Campbell M.K., Meier A., Carr C., Enga Z., James A., Reedy J. & Zheng B. (2001) 
Health Behaviour Changes after Colon Cancer: A Comparison of Findings from 
Face-to-Face and On-Line Focus Groups. Family & Community Health 24 (3), pp. 
88-103. 
 
Cancer Research United Kingdom (2010b) Cancerhelp UK. Specific Cancers. 
Colorectal cancer [online]. Cancer Research UK, London.  Available from: 
http://www.cancerhelp.org.uk/type/bowel-cancer [Accessed: 13th July 2010]. 
 
Charmaz K. (2006) Constructing grounded theory: a practical guide through 
qualitative analysis. Sage, London. 
  
Chenitz W.C. & Swanson J.M. (1986) Qualitative research using grounded theory. In 
Chenitz C. & Swanson J.M. (eds.) From practice to grounded theory: qualitative 
research in nursing. Addison-Wesley, California, pp. 39-47. 
 
Corbin J. M.  (2003) The Body in Health and Illness. Qualitative Health Research 13 
(2), pp. 256-267. 
 
Corbin J. & Morse J.M. (2003) The unstructured interview: issues of reciprocity and 
risks when dealing with sensitive topics.  Qualitative inquiry 9, pp.335-354. 
 
Corner J. (2008) Addressing the needs of cancer survivors: issues and challenges. 
Expert Review Pharmacoeconomic Outcomes Research 8 (5), pp. 443-51. 
 
DeSnoo L & Faithfull S (2006)  A qualitative study of anterior resection syndrome: the 
experiences of cancer surviviors who have undergone resection surgery.  European 
Journal of Cancer Care 15 (3), pp. 244-251.  
 
Doyle, N. (2008) Cancer survivorship: evolutionary concept analysis. Journal of 
Advanced Nursing 62 (4), pp. 499-509. 
 
Dunn J., Lynch B., Rinaldis M., Pakenham K., McPherson L., Owen N., Leggett B., 
Newman B. & Aitken J. (2006) Dimensions of quality of life and psychosocial 
variables most salient to colorectal cancer patients. Psycho-oncology 15 (1), pp. 20-
30. 
 
Esbensen B. A., Osterlind K. & Hallberg I. R. (2006) Quality of life of elderly persons 
with cancer: a 3-month follow-up. Cancer Nursing 29 (3), pp. 214-24.  
 
 22 
Feuerstein M. (2007) Defining cancer survivorship. Journal of Cancer Survivorship 1 
(1), pp. 5-7. 
 
Frank A. W. (1995) The wounded storyteller: body, illness and ethics. University of 
Chicago, Chicago. 
 
Galloway S.C. & Graydon J.E. (1996) Uncertainty, symptom distress, and information 
needs after surgery for cancer of the colon. Cancer Nursing 19 (2), pp. 112-117. 
 
Gatta G., Faivre J., Capocaccia R. & Ponz de Leon M. (1998) Survival of colorectal 
cancer patients in Europe during the period 1978-1989. European Journal of Cancer 
34 (14), pp. 2176-2183. 
 
Glaser B.G. & Strauss A.L. (1967) The discovery of grounded theory: strategies for 
qualitative research. Aldine de Gruyter, New York. 
 
Goulding C. (1999) Grounded theory: some reflections on paradigm, procedures and 
misconceptions [online]. Working paper series. University of Wolverhampton, 
Wolverhampton.  Available from: http://www.wlv.ac.uk/PDF/uwbs_WP006-
99%20Goulding.pdf [Accessed 19th October 2007]. 
 
Hodgson N. A. & Given C.W. (2004) Determinants of functional recovery in older 
adults surgically treated for cancer. Cancer Nursing  27 (1), pp. 10-16. 
 
International Agency for Research on Cancer (IARC) (2010) The GLOBOCAN 2002 
database [online] International Agency for Research on Cancer, France. Available 
from: http://www-dep.iarc.fr.  [Accessed 16 March 2010]. 
 
Kelly M.P. & Field D, (1996) Medical sociology, chronic illness and the body. 
Sociology of Health & Illness 18 (2), pp. 241-257. 
 
Kidd L., Kearney N., O'Carroll R. & Hubbard G. (2008) Experiences of self-care in 
patients with colorectal cancer: a longitudinal study. Journal of Advanced Nursing 64 
(5), pp. 469-77. 
 
Knowles G., Sherwood L., Dunlop M.G., Dean G., Jodrell D., McLean C. & Preston 
E. (2007) Developing and piloting a nurse-led model of follow-up in the 
multidisciplinary management of colorectal cancer. European Journal of Oncology 
Nursing 11 (3), pp. 212-223. 
 
Koch T. & Harrington A. (1998) Reconceptualizing rigour: the case for reflexivity.  
Journal of Advanced Nursing 28 (4), pp. 882-890. 
 
Kozachik S.L. & Bandeen-Roche K. (2008) Predictors of patterns of pain, fatigue, 
and insomnia during the first year after a cancer diagnosis in the elderly. Cancer 
Nursing 31 (5), pp. 334-344. 
 
Kralik D., Koch T., Price K. & Howard N. (2004) Chronic illness self-management: 
taking action to create order. Journal of Clinical Nursing 13 (2), pp. 259-67. 
 
Leidy N.K. & Haase J.E. (1999) Functional status from the patient's perspective: the 
challenge of preserving personal integrity. Research in Nursing & Health 22 (1), pp. 
67-77. 
 
 23 
Leigh S. (2001) The culture of survivorship. Seminars in Oncology Nursing 17 (4), pp. 
234-5. 
 
Leslie A. & Steele R.J.C. (2002) Management of colorectal cancer. Postgraduate 
Medical Journal. 78 (922), pp. 473-478. 
 
Little M., Jordens C.F. C., Paul K., Montgomery K. & Philipson B. (1998) Liminality: a 
major category of the experience of cancer illness. Social Science & Medicine 47 
(10), pp. 1485-1494. 
 
Little M., Sayers E.J., Paul K. & Jordens C.F. (2000) On surviving cancer. Journal of 
the Royal Society of Medicine 93 (10), pp. 501-3. 
 
MacDonald, L. (1988). The experience of stigma: living with rectal cancer.  In 
Anderson R. & Bury M. (eds.) Living with chronic illness: the experience of patients 
and their families. Allen & Unwin, London 89-116. 
 
Mills M. E. & Davidson R. (2002) Cancer patients' sources of information: use and 
quality issues. Psycho-Oncology 11 (5), pp. 371-378. 
 
Munhall P.L. (1991) Institutional review of qualitative research proposals: a task of no 
small consequence.  In Morse J.M. (ed.) Qualitative nursing research: a 
contemporary dialogue. Sage, Newbury Park, California. pp. 258-272. 
 
Munhall P.L. (2007) Nursing research: a qualitative perspective. Jones and Bartlett, 
Sudbury. 
 
Office for National Statistics (ONS) (2010) Cancer and mortality in the United 
Kingdom 2005-2007 [online] Office for National Statistics, London. Available from: 
http://www.statistics.gov.uk/pdfdir/canuk0810.pdf [Accessed 15th September 2010]. 
 
Oliver D.G., Serovich J.M. & Mason T.L. (2005) Constraints and opportunities with 
interview transcription: towards reflection in qualitative research [online]. Social 
Forces. 84 (2), pp. 1273-1289. Available from: 
http://www.pubmedcentral.nih.gov/picrender.fcgi?artid=1400594&blobtype=pdf.  
[Accessed 7 July 2007]. 
 
Pan L., Tsai Y., Chen M., Tang R. & Chang C. (2010) Symptom Distress and Self-
care Strategies of Colorectal Cancer Patients With Diarrhea Up to 3 Months After 
Surgery [online] Cancer Nursing. doi: 10.1097/NCC.0b013e3181e3ca21. Available 
from: 
http://journals.lww.com/cancernursingonline/Fulltext/publishahead/Symptom_Distress
_and_Self_care_Strategies_of.99872.aspx [Accessed 5th September 2010]. 
 
Paterson B.L. (2001) The shifting perspectives model of chronic illness. Journal of 
Nursing Scholarship 33 (1), pp. 21-6. 
 
Pound P., Gompertz P. & Ebrahim S. (1998) Illness in the Context of Older Age: The 
Case of Stroke. Sociology of Health & Illness 20 (4), pp. 489-506. 
 
Ramfelt E., Severinsson E. & Lutzen K. (2002) Attempting to Find Meaning in Illness 
to Achieve Emotional Coherence: The Experiences of Patients With Colorectal 
Cancer. Cancer Nursing 25(2): 141-149. 
 
 24 
Ramsey S.D., Andersen M.R., Etzioni R., Moinpour C., Peacock S., Potosky A. & 
Urban N. (2000) Quality of life in survivors of colorectal carcinoma. Cancer 88 (6), pp. 
1294-1303. 
 
Ramsey S.D., Berry K., Moinpour C., Giedzinska A. & Andersen M. R. (2002) Quality 
of life in long term survivors of colorectal cancer. The American Journal of 
Gastroenterology 97 (5), pp. 1228-1234. 
 
Rosenfeld D. (2006) Similarities and Differences between Acute Illness and Injury 
Narratives and Their Implications for Medical Sociology. Social Theory & Health 4 
(1), pp. 64-84. 
 
Rozmovits L. & Ziebland S. (2004) Expressions of Loss of Adulthood in the 
Narratives of People with Colorectal Cancer. Qualitative Health Research 14 (2), pp. 
187-203. 
 
Shaha M. & Cox C.L. (2003). The omnipresence of cancer. European Journal of 
Oncology Nursing 7 (3), pp 191-6. 
 
Sobin L.H & Wittekind C. (2002) TNM classification of malignant tumours. 6th ed. 
Wiley, New York. 
 
Strauss A.L. & Corbin J. (1990) Basics of qualitative research: grounded theory 
procedures and techniques. Sage, London. 
 
Strauss A.L. & Corbin J. (1998) Grounded theory methodology: an overview. In 
Denzin N.K. & Lincoln Y.S. (eds.). Strategies of qualitative inquiry. Sage, Thousand 
Oaks, pp. 158-183. 
 
Taylor C., Richardson A. & Cowley S. (2010) Restoring embodied control following 
surgical treatment for colorectal cancer: A longitudinal qualitative study. International 
Journal of Nursing Studies. 47 (8), pp. 946-956. 
 
Treanor D. & Quirke P. (2007) Pathology of Colorectal Cancer. Clinical Oncology 19 
(10), pp. 769-776. 
 
Ulander K., Jeppsson B., Grahm G. (1997) Quality of life and independence in 
activities of daily living preoperatively and at follow-up in patients with colorectal 
cancer. Support Care Cancer 5 (5), pp.402-9. 
 
Vogelzang N. J., Breitbart W., Cella D., Curt G. A., Groopman J. E., Horning S. J., Itri 
L. M., Johnson D. H., Scherr S. L. & Portenoy R. K. (1997) Patient, caregiver, and 
oncologist perceptions of cancer-related fatigue: results of a tripart assessment 
survey. The Fatigue Coalition. Seminars in Haematology 34 (3) Suppl 2, pp. 4-12. 
 
Whynes D.K. & Neilson A.R. (1997) Symptoms before and after surgery for colorectal 
cancer. Quality of Life Research  6 (1), pp.61-6. 
 
Winterling J., Sidenvall B., Glimelius B. & Nordin K. (2009) Expectations for the 
recovery period after cancer treatment: a qualitative study. European Journal of 
Cancer Care 18 (6), pp. 585-593. 
 
Worster B. & Holmes S. (2009) A phenomenological study of the postoperative 
experiences of patients undergoing surgery for colorectal cancer. European Journal 
of Oncology Nursing 13 (5), pp. 315-22. 
 25 
 
 
Participant Age Gender Consultant Living context Co-morbidity Interviews 
1 87 M 1 Alone Arthritis 4 
2 83 M 2 With spouse IBS 2* 
3 56 F 1 With spouse None 4 
4 70 F 1 With spouse Osteoporosis 4 
5 80 F 1 Alone IBS 4 
6 81 F 1 With daughter Diabetes,  
osteoporosis 
4 
7 65 M 2 With spouse None 4 
8 76 F 2 With spouse Arthritis 4 
9 69 F 1 With spouse Diabetes,  
osteoporosis 
4 
10 50 M 1 With spouse None 4 
11 68 F 2 With spouse Diabetes 3** 
12 71 M 1 Alone None 3** 
 
Table 1: Characteristics of study participants 
*Participant withdrew after interview 2 due to poor health 
 
 
 
